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RAC Audit E/M Documentation 

 

GA/AL  

Conference 

 
Presented by: John Beard, CPC 
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You are now guilty of 

what the auditor says 

until you prove 

yourself innocent 

What caused this doctor to get this letter? 
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Internal Medicine Coding Trends 
New Patient (99201-99205) 
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Internal Medicine Coding Trends 
New Patient (99201-99205) 



Consultations  
99241-99245 

 A consultation is a type of service provided by a physician  
 whose opinion or advice regarding evaluation and/or  
 management of a specific problem is requested by  
 another physician or another appropriate source.  
 The written opinion or advice is rendered back to the  
 requesting provider 
 Diagnostic and/or therapeutic services may be initiated  
 during course of consult  
 TIP: 

• Request 
• Render 
• Response 



FAQ’s 

 Can a provider ever request a consult from a provider  

 within the same group? 
• Yes as long as all the requirements for the use of consult codes  

• are met 

 Can you report a consult on a patient you have seen in the 
past? 
• As long as the consult definition is met 

• Can be a new problem for the established patient or a problem  

• the provider has seen the patient for in the past as long as it  

• is a new episode of the problem 
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Components of E&M levels 

• History 

• Exam 

• Medical Decision Making 

• Nature of presenting problem 

• Counseling 

• Coordination of care 

• Time  
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Key Components 
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Selecting the level of service 

• Identify the category – office, hospital, etc. 

• Review the CPT instructions for the category 

• Determine extent of history, exam and complexity of medical decision 

making 

• Select appropriate level of E&M service 

• Coding Patterns - Established Patient 
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History 

• Chief complaint – clear, concise statement detailing the reason the patient is 
presenting today, usually in the patient’s own words 

• According to CMS, the CC may be combined with the HPI  

• HPI (history of present illness) 

• ROS (review of system) 

• PFSH (past family social history) 
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History of Present Illness (HPI) 

• Location – where is it? 

     (pain in LLQ abdomen) 

• Quality –  how does is feel?      
(diffuse-achy, tingling, numb etc) 

• Severity – how bad is it?                  (1–
10 for pain) 

• Duration – how long (3 days) 

• Timing – when does the symptom 
occur (worse after meals) 

• Context -  what happened to cause it?                                       
(abdominal pain after eating 25 oysters) 

• Modifying factors -  what did the patient do in 
an attempt to alleviate their symptoms?                         
(took otc) 

• Associated signs and symptoms – what else 
is bothering the patient?  (diarrhea & vomiting) 
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Review of Systems  (ROS) 
(second of the 3 elements of history) 

 • An inventory of the body systems of the patient to determine if the patient is experiencing 
additional signs and/or symptoms 

• Expand on remarkable symptoms 

• A complete ROS – 10 or more systems – Positive or pertinent negative responses must be 
individually documented with a statement that all other systems are negative.  In the absence 
of such a notation, at least ten systems must be individually documented 

Hematologic / Lymphatic  

Genitourinary  

Integumentary (skin/breast) 

Musculoskeletal  

Neurological  

Psychiatric 

Respiratory   

Allergic/Immunologic  

Cardiovascular 

Constitutional 

Eyes 

Ears, Nose, Mouth, Throat 

Endocrine 

Gastrointestinal 
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Past, Family and Social History 

(PFSH) 

• Past history – patient’s experience with illness and/or injury 

• Family history – patient’s family experience with illness 

• Social history – age relevant review of the patient’s social activities 
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Helpful Tips 

• CC, ROS and PFSH may be listed as separate elements of history or included in HPI 

• Provider can use and get credit for history elements obtained at another visit as long as it is relevant 

and referenced 

• ROS and/or PFSH may be recorded by ancillary staff or patient as long as the provider documents 

confirmation of the information 

• If unable to obtain a history from the patient or other source, document the patient’s condition that 

precludes getting it 
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Exam - Key Component 

• 1995 guidelines  

• Count the number of systems 

• Single system exams are not defined 

• Better for primary patient care 

 

 

 

• 1997 guidelines 

• Count the number of elements performed 

• Single system exams are defined 

• Harder to meet without templates/macros 

37 
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Determination of the Complexity of Diagnosis and/or 

Management Options 

1 4 

1 3 

7 
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Amount and Complexity of Data 

• The amount and complexity of data to be reviewed depends on the 
types of diagnostic testing ordered: 

• Lab tests 

• Radiology studies 

• Non-invasive medicine studies 

• Discussion with interpreting physician 

• Independent review 

• Decision to obtain old medical records 

• Review and summary of old medical records 
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Amount and Complexity of Data 
(2nd of 3 elements of MDM) 

• Determine what was done for the patient and establish the VALUE 

3 
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Remaining Components 

• Nature of presenting problem 

• Disease, condition, illness, injury, symptom, sign, etc. 

• Minimal, Self-limited or Minor, Low Severity, Moderate Severity, High Severity 

• Counseling 

• Discussion with patient and/or family concerning the  patient 

• Coordination of Care 

• With other providers / facilities 

• Time  
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Time elements per CPT code 
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LET’S TRY TOGETHER 
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LAST STEP!... Just transfer your findings 
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Reminder of Guidelines- HPI 

 Location – where is it?     (pain in LLQ 
abdomen) 

 Quality –  how does is feel?      (diffuse-
achy, tingling, numb etc) 

 Severity – how bad is it?      (1 – 10 for pain) 

 Duration – how long?            (3 days) 

 Timing – when does the symptom occur?           
(worse after meals) 

o Context -  what happen to caused it?                                       

(abdominal pain after eating 25 oysters) 

o Modifying factors -  what did the patient do in an 

attempt to alleviate their symptoms?                          

(took over the counter drugs) 

o Associated signs and symptoms- what else is 

bothering the patient ? (diarrhea & vomiting) 



The End! 
YOU CAN ALWAYS CONTACT ME WITH QUESTIONS!!!... 

Universal Medical and Compliance 

WWW.ARHPC.COM 

“Contact US” tab and email me with any questions 

 

  

  

Course:  E&M documentation, chart auditing, modifiers, consultations.                   

Instructor: John Beard   

   


